Current guidelines recommend antibiotic prophylaxis for all patients with various degrees of cirrhosis and upper gastrointestinal (UGI) bleeding. This study assessed the need for antibiotic prophylaxis in patients with low Child-Pugh scores. We retrospectively screened all patients with cirrhosis who underwent upper endoscopies for UGI bleeding in a referral hospital in Taiwan between 2003 and 2014, from which 913 patients were enrolled after excluding patients with active bacterial infections, recent antibiotic use, early death, and Child-Pugh class C cirrhosis. Among them, 73 (8%) received prophylactic antibiotics, and 45 (4.9%) exhibited 14-day bacterial infection. Neither Child-Pugh score nor model for end stage liver disease score were optimal for predicting bacterial infection because their areas under the curves were 0.610 (95% confidence interval [CI]: 0.529-0.691) and 0.666 (95% CI: 0.591-0.742), respectively. Antibiotic prophylaxis did not reduce the risks of 14-day bacterial infection (relative risk [RR]: 0.932, 95% CI: 0.300-2.891, P = 0.902), 14-day rebleeding (RR: 0.791, 95% CI: 0.287-2.181, P = 0.650), or 42-day mortality (RR: 2.710, 95% CI: 0.769-9.524, P = 0.121). The results remained similar after propensity score adjustment. On-demand antibiotic treatment might suffice for patients with Child-Pugh class A/B cirrhosis and UGI bleeding.
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Introduction
Patients with cirrhosis are considered immunocompromised and susceptible to various bacterial infections that may aggravate the major complications of cirrhosis [1] . Therefore, preventing infections is considered a constitutive part of patient care, and all the relevant practice guidelines and consensus statements recommend antibiotic prophylaxis for all patients with cirrhosis in specific settings, including secondary prophylaxis for patients with previous spontaneous bacterial peritonitis (SBP) and primary prophylaxis for patients with poor liver function and those with active upper gastrointestinal (UGI) bleeding [2] [3] [4] . The role of prophylactic antibiotics is critical in patients with cirrhosis and UGI bleeding because bacterial infections during or immediately after bleeding episodes are associated with severe complications, such as failure to control bleeding, rebleeding, and mortality during hospitalization [5] [6] [7] .
Prophylactic antibiotics have substantial benefits in patients with cirrhosis and UGI bleeding; consequently, prophylactic antibiotics have been endorsed by major clinical practice guidelines [2] [3] [4] . However, excessive antibiotic use is associated with side effects, including drug toxicity, drug-drug interaction, and Clostridium difficile infection [8] . Moreover, a recent study demonstrated that antibiotic prophylaxis in hospitalized patients with cirrhosis may increase the risk of subsequent infection [9] . Therefore, a balance of the risks and benefits of routine and indistinctive prophylactic antibiotic use in all patients with cirrhosis and UGI bleeding is essential. In the 2000s, numerous patients with cirrhosis-related ascites did not receive recommended services, including prophylactic antibiotics, during UGI bleeding [10] . Taking advantage of this situation, the authors of the present study have observed that not all patients had identical bacterial infection risk without prophylactic antibiotic use.
In patients with cirrhosis and portal hypertension, risk stratification and personalized care have become primary strategies in the current stratified medicine era [4, 11] . In recent years, patients with cirrhosis of varying severity may have disparate levels of risk of complications during UGI bleeding; therefore, such patients have varying needs for prophylactic antibiotics [12, 13] . The risk of cirrhosis-related complications, including gastroesophageal variceal hemorrhage, mainly depends on the degree of portal hypertension, which is proportional to the severity of cirrhosis [14] . The Child-Pugh score is the simplest and most effective tool for assessment of bedside prognosis in patients with cirrhosis [12, 15] . In this study, we reappraised whether a stratified, rather than indiscriminate, prophylactic antibiotic use strategy, based on the Child-Pugh score, is applicable in patients with cirrhosis and UGI bleeding.
Materials and methods

Study patients and data collection
In this retrospective study, we analyzed all patients with cirrhosis aged � 20 years who underwent upper endoscopy for UGI bleeding between January 2003 and December 2014 at Chang Gung Memorial Hospital, a tertiary referral hospital in Chiayi, southern Taiwan. Data were retrieved from the hospital's computer archives; the electronic medical records of all eligible patients were reviewed to obtain necessary data, including clinical data, demographic characteristics, and laboratory examination results. The study endpoints included 14-day infection and rebleeding rates and 42-day mortality rate. All patient records were traced until day 42 (end of week 6) or death. The exclusion criteria were (1) bacterial infection on the day of UGI bleeding, (2) antibiotic use within 1 week before UGI bleeding, (3) Child-Pugh class C (score � 10), and (4) death within the first 24 h. To prevent the recording of redundant demographic variables, only the first UGI bleeding episode in patients with multiple UGI bleeding episodes was included for analysis as the index bleeding episode. Because the present study was retrospective without specific interventions for the study patients, the requirement for informed consent was waived. All patient data were fully anonymized before access and this study was approved by the Chang Gung Medical Foundation Institutional Review Board (IRB No: 201701786B0).
Management program
Since the inauguration of Chang Gung Memorial Hospital, Chiayi branch (i.e., the study site) in 2002, upper endoscopy using a video endoscope (GIF-Q240Z, Olympus, Tokyo, Japan) and an electronic endoscopic system, either the EVIS 240 series (Olympus) or the EVIS 260 series (Olympus) with endoscopic hemostasis within 24 h (usually within 12 h) has been the standard of care for all patients with UGI bleeding due to any etiology. Endoscopic hemostasis is achieved using measures, including band ligation, injection sclerosis, and coagulation, depending on the clinical scenario and operators' decisions. The vasoactive drug terlipressin (Glypressin, Ferring AB, Malmö, Sweden) with or without intravenous proton pump inhibitor (PPI) use is generally initiated before endoscopy if the medical history and clinical picture suggests portal hypertension. After endoscopy, patients receive terlipressin at 1 mg/6 h for 3 days for UGI bleeding due to portal hypertension and intravenous PPI (omeprazole or pantoprazole 80 mg bolus loading and 40 mg twice daily for 1-3 days) due to peptic ulcers. Oral PPI is given for 2-4 months for patients with peptic ulcer disease. Patients may undergo repeat endoscopy or surgical devascularization if the initial endoscopic therapy fails. Secondary prophylaxis with the oral β-blocker propranolol is initiated as soon as variceal bleeding stops, provided no contraindication is noted. Decisions regarding the use and choice of prescribed antibiotics are taken by the clinicians in charge, most of whom are from the emergency department.
Definition
We defined antibiotic prophylaxis as antibiotic prescription following bleeding in the absence of clinical signs of bacterial infection. Liver cirrhosis was diagnosed on the basis of the presence of esophageal or gastric varices observed through endoscopy with compatible image characteristics and clinical features indicating portal hypertension, such as splenomegaly, hepatic dysfunction, or thrombocytopenia. The patients were classified according to liver disease etiologies, namely hepatitis B virus (HBV) hepatitis (presence of the HBV surface antigen in the serum), hepatitis C virus (HCV) hepatitis (presence of the HCV antibody in the serum), dual HBV and HCV hepatitis (BC) hepatitis (presence of both HBV and HCV), and non-BC hepatitis (NBNC; negative for both HBV and HCV). The cause of UGI bleeding, either portal hypertension (gastric or esophageal varices) or peptic ulcers, was determined after endoscopy revealed active bleeding or stigmata of recent hemorrhage accompanied by a reduction in hemoglobin levels. Rebleeding was diagnosed when bleeding recurred more than 24 h after the initial bleeding episode had been controlled. The diagnoses of bacterial infections were made based on the standard guidelines [16] , In addition, SBP was defined as an ascites polymorphonuclear cell count of �250 cells/mm 3 and/or positive ascitic fluid culture. Common skin flora, particularly coagulase-positive staphylococci, was considered contaminants unless blood cultures were positive on two or more occasions or clinical signs of the relevant infection were observed.
for categorical parameters and the Student t test for continuous parameters. The multivariate logistic regression model was used to identify independent risk factors. Receiver operating characteristic (ROC) curves were employed to assess the performance characteristics of the Child-Pugh and model for end-stage liver disease (MELD) scores in predicting the acquisition of infection. All statistical tests were performed using SPSS (version 22.0; IBM, Chicago, IL, USA). A two-tailed P < 0.05 was considered significant. Because antibiotics are theoretically more likely to be prescribed to patients with more severe cirrhosis, propensity scores (PPS) were calculated using antibiotic prophylaxis as the outcome variable in a multivariate logistic regression model. Table 1 . Their mean age was 59.49 ± 13.15 years, and the male-to-female ratio was 2.42:1. Those who received antibiotic prophylaxis were younger (55.22 ± 12.46 vs. 59.86 ± 13.15 years, P = 0.003), had more units of blood transfusion (3.38 ± 2.78 vs. 2.43 ± 2.44 units, P = 0.006), had higher white blood cell counts (9.87 ± 4.28 vs. 7.92 ± 4.18 ×10 3 /μL, P < 0.001), had lower systolic blood pressure (112.47 ± 27.24 vs. 121.37 ± 31.03 mmHg, P = 0.007), had a higher rate of intensive care unit admission (9.6% vs. 2.3%, P < 0.001), and had a higher rate of portal hypertension-related (variceal) bleeding (93.10% vs. 77.14%, P = 0.001). The patients who received and did not receive antibiotic prophylaxis did not differ significantly in terms of sex, presence of hepatocellular carcinomas (HCCs), Child-Pugh scores, MELD scores, prior SBP, duration of hospitalization, and rates of 14-day infection, 14-day rebleeding, and 42-day mortality. Because this study was conducted over a long 12-year period, we divided the patients into two groups according to the period of UGI bleeding to understand whether there were differences in patient characteristics over time. As shown in Table 2 , compared with patients who presented between 2003 and 2008, patients who presented between 2009 and 2014 were older (58.43 ± 12.98 vs. 60.70 ± 13.26 years, P = 0.009), had a higher rate of prophylactic antibiotic use (2.9% vs. 13.8%, P < 0.001), had shorter duration of hospitalization (6.92 ± 5.24 vs. 6.21 ± 5.71 days, P = 0.05), and had a lower Child-Pugh score (7.40 ± 1.18 vs. 7.22 ± 1.22, P = 0.0027). A similar insignificant difference in rates of 14-day infection, 14-day rebleeding, and 42-day mortality was observed separately in both Child-Pugh class A and class B patients (S1 Table) . We also analyzed the 716 patients with portal hypertensive bleeding as a separate group, and the baseline characteristics of these patients are listed in S2 Table.
Results
Patient characteristics
Factors associated with risk of 14-day infection
During the 11-year observation period, only 45 (4.9%) of the enrolled 913 patients exhibited confirmed bacterial infection within 14 days of presentation at the hospital (Table 3) . Table 4 lists bacterial infection types in these 45 patients. No significant reduction was observed in the risk of acquiring bacterial infection in the patients who received antibiotic prophylaxis compared with those who did not (relative risk [RR]: 0.932, 95% confidence interval [CI]: 0.300- Antibiotics for cirrhosis with UGI bleeding 2.891, P = 0.902). There was also no significant difference in infection risk with respect to prophylactic antibiotic use when Child-Pugh class A and class B patients were analyzed separately (S3 Table) . Except for white blood cell counts (RR: 1.102, 95% CI: 1.016-1.194, P = 0.019), platelet counts (RR: 0.991, 95% CI: 0.983-0.998, P = 0.019), albumin levels (RR: 0.434, 95% CI: 0.195-0.965, P = 0.041), and MELD scores (RR: 1.132, 95% CI: 1.033-1.241, P = 0.008), all (Table 3) . After PPS adjustment with antibiotic prophylaxis as the outcome variable, 138 patients who received and did not receive antibiotic prophylaxis were obtained at a ratio of 1:1, forming two groups with 69 patients each. Among the 138 patients, 9 had bacterial infection; risk of infection did not differ significantly between those who received and did not receive antibiotic prophylaxis (RR: 0.962, 95% CI: 0.147-6.288, P = 0.968). Fig 2 presents the ROC curves and areas under the ROC curves (AUCs) of the Child-Pugh and MELD scores for predicting bacterial infection. Among the patients with cirrhosis with Child-Pugh scores of 5-9 and UGI bleeding, neither the Child-Pugh score nor the MELD score was an optimal tool for predicting bacterial infection because the AUCs (95% CIs) of the Child-Pugh and MELD scores were 0.610 (0.529-0.691) and 0.666 (0.591-0.742), respectively-both <0.7. When only the 716 portal hypertensive bleeding patients were included, the risk of 14-day infection did not differ significantly between those who received and did not receive antibiotic prophylaxis (RR: 0.827, 95% CI: 0.233-2.937, P = 0.769) as shown in S4 Table.
Factors associated with risk of 14-day rebleeding
In this study, 76 of the 913 original patients and 12 of the 138 PPS-matched patients experienced rebleeding within 14 days of presentation at the hospital. Table 5 summarizes the RRs of all factors associated with this rebleeding. Among the 913 patients, the factors significantly affecting the RRs of rebleeding were units of blood transfusion (RR: 1.185, 95% CI: 1.055-1.332, P = 0.004), albumin levels (RR: 0.500, 95% CI: 0.255-0.981, P = 0.004), and treatment with endoscopic variceal ligation (RR: 0.455, 95% CI: 0.240-0.865, P = 0.016). Antibiotic prophylaxis did not affect the RR of rebleeding (RR: 0.791, 95% CI: 0.287-2.181, P = 0.650) ( Table 5 and S3 Table) . The risk of 14-day rebleeding did not differ significantly between the patients who received and did not receive antibiotic prophylaxis after PPS adjustment (RR: 0.292, 95% CI: 0.050-1.171, P = 0.173). When only the 716 portal hypertensive bleeding patients were included, the risk of 14-day rebleeding did not differ significantly between those who received and did not receive antibiotic prophylaxis (RR: 0.696, 95% CI: 0.223-2.170, P = 0.533) as shown in S5 Table.
Factors associated with the risk of 42-day mortality
Among the 913 original patients and 138 PPS-matched patients, 32 and 6 exhibited 42-day mortality, respectively. In the 32 patients, the causes of mortality were potentially multifactorial, Antibiotics for cirrhosis with UGI bleeding Table 6 , except for the presence of HCCs (RR: 5.300, 95% CI: 1.850-15.187, P = 0.002) and platelet counts (RR: 1.006, 95% CI: 1.002-1.010, P = 0.003), no clinical and laboratory parameters, including antibiotic prophylaxis (RR: 2.710, 95% CI: 0.769-9.524, P = 0.121), affected the RR of 42-day mortality. Antibiotic prophylaxis similarly did not significantly affect risk of 42-day mortality in Child-Pugh Class B patient subgroup (RR: 2.681, 95% CI: 0.761-9.434, P = 0.125; S3 Table) . Because the number of cases of 42-day mortality was low in the PPS-matched cohort, the RRs and their corresponding 95% CIs were incalculable for all factors. However, no factors, including antibiotic prophylaxis, significantly affected the RRs of 42-day mortality after adjustment for PPS (P = 0.994-1.000). The use of prophylactic antibiotics did not affect the 42-day mortality (RR: 2.304, 95% CI: 0.558-9.521, P = 0.249) when only the 716 portal hypertensive bleeding patients were included for analysis as demonstrated in S6 Table. Discussion Antibiotic overuse is a pressing public health issue in current medical practices because antibiotics can lead to life-threatening complications [8, 17] . Thus, an effective antibiotic stewardship program requires restricting antibiotic use to subpopulations at an extremely high bacterial infection risk as well as avoiding inappropriate antibiotic use [17] .
In clinical care for patients with cirrhosis, bacterial infection is typically a frequent and severe complication, and prophylactic antibiotic use is an integral part of patient care, particularly in patients with UGI bleeding [18] . Over the preceding three decades, studies investigating the role of antibiotic prophylaxis in patients with cirrhosis and UGI bleeding have demonstrated that antibiotic prophylaxis can reduce rates of bacterial infection, rebleeding, and mortality in patients with cirrhosis and UGI bleeding [6] . Thus, all current practice guidelines and consensus statements recommend antibiotic prophylaxis for all patients with cirrhosis and active UGI bleeding [2] [3] [4] . However, most studies on the role of antibiotic prophylaxis in patients with cirrhosis who have UGI bleeding have not considered the differences in bacterial infection risk levels in patients with varying degrees of liver cirrhosis [6] .
Patients with Child-Pugh class C cirrhosis have an extremely high risk of bacterial infection, and prophylactic antibiotic use in such patients is justified, because more than half of our class C patients exhibited either documented bacterial infection or clinical signs of bacterial infection within days of UGI bleeding. However, patients with cirrhosis and low liver function impairment, namely those with Child-Pugh class A/B, are at a relatively low risk of bacterial infection, and such infections are generally less severe than those in patients with cirrhosis and high liver function impairment [19] . A recent study in Canada demonstrated that patients with Child-Pugh class A cirrhosis and acute variceal bleeding had low bacterial infection and mortality rates without receiving antibiotic prophylaxis [11] . The prophylactic effects of ceftriaxone were superior to those of cefazolin in terms of preventing infection and rebleeding only in patients categorized as Child-Pugh class B/C; this finding is indirect evidence for the low risk of bacterial infection in patients with Child-Pugh class A cirrhosis [20] . These observations provided the rationale for our study to reappraise the effects of antibiotic prophylaxis in patients with low Child-Pugh scores and UGI bleeding.
In addition to patients with Child-Pugh class C cirrhosis, we excluded those with documented bacterial infection on the day of UGI bleeding, with recent antibiotic use within 1 week before the UGI bleeding episode, and who died within the first 24 h, because these patients may have received or would have inevitably received antibiotic therapy for their clinical conditions. Most of these excluded patients also had Child-Pugh class C cirrhosis. Most related studies only enrolled patients with variceal bleeding, and most of these patients exhibited alcoholism. By contrast, our study population comprised patients at ratios of 4:1 for viral versus nonviral (majorly alcoholic) cirrhosis and variceal versus peptic ulcer bleeding ( Table 1 ). Our results demonstrated that neither the etiology of cirrhosis nor the cause of UGI bleeding affected the patients' major outcomes. A recent study suggested that active alcohol drinkers have a high infection risk [12] . By contrast, patients with nonviral cirrhosis had the lower risk for infection in this study. This inconsistency warrants further investigation because our retrospective clinical information did not contain precise data regarding active drinking. Furthermore, the modality of endoscopic therapy did not affect the patient outcomes.
In our study, the proportion of patients who received antibiotic prophylaxis was only 8% (73 of 913 patients with Child-Pugh class A/B cirrhosis)-consistent with a Taiwanese study, where only 6.7% patients with cirrhosis and acute variceal bleeding received prophylactic antibiotics between 2005 and 2006 [21] . Even in Western studies, the percentages of patients receiving prophylactic antibiotics have been <50% [7, 10, 11] . Thus, antibiotic prophylaxis may not be a common practice in both Western countries and Taiwan in the 2000s, with rates ranging from 6.67% to 49.2% [7, 10, 12, 21] .
Our data revealed that 19.6% (165 of 840) of the patients who did not receive antibiotic prophylaxis exhibited clinical signs of infection and received on-demand antibiotics within 14 days of UGI bleeding. Nevertheless, the RR of complications, including bacterial infection, rebleeding, and mortality, was not higher in the patients who did not receive antibiotic prophylaxis than in those who did. Notably, the overall infection rate was 4.9% (45 of 913 patients), which is low, despite the low rate of prophylactic antibiotic use; this suggests that the role of antibiotic prophylaxis is negligible in the patients with Child-Pugh class A/B cirrhosis and UGI bleeding. In the 45 patients with documented bacterial infection, the types and sites of infection were complex and not confined to gram-negative enteric bacteria ( Table 4 ). The heterogeneous nature of the observed bacterial infections implicated that a broad-spectrum antibiotic should be implemented if a prophylactic regimen is intended to cover all potential pathogens.
In our study, patients with peptic ulcer bleeding received a short term intravenous PPI followed by oral PPI for 2-4 months. However, PPI use was suggested to increase the risk of SBP [22] . Although one multicenter prospective study indicated that PPI therapy does not increase the incidence of SBP in cirrhosis, PPIs should be administered after cautious evaluation of the indications in cirrhotic patients with UGI bleeding [23] .
This was a retrospective study and thus has several limitations: First, we could not control for the confounding parameters; to resolve this, PPS matching was performed. Second, the prescriptions of antibiotics provided to our patients included cefazolin, cefazolin plus gentamicin, and cefuroxime and ceftriaxone; therefore, the use of antibiotic prophylaxis did not completely fit with the actual guidelines, which recommend quinolones or third-generation cephalosporins for 5-7 days after UGI bleeding. Third, no routine screening was performed for bacterial infections and therefore some occult infections may have been overlooked. Nevertheless, our findings revealed that even without routine infection workup and antibiotic use, the rate of clinically relevant infection was low. Fourth, distinguishing patients with Child-Pugh class B cirrhosis from those with class C cirrhosis can be challenging in a retrospective analysis because the factors, such as hepatic encephalopathy and ascites, are fairly subjective. Fifth, since transjugular intrahepatic portosystemic shunt has been unavailable in the study site, the impact of this therapeutic approach on the outcomes was lacking. Finally, data regarding the effects of prior bleeding episodes on patient outcomes could not be obtained because we enrolled patients with only initial UGI bleeding episodes.
Our study, nevertheless, suggests a low risk of bacterial infection in patients with low Child-Pugh scores and UGI bleeding, thus providing a rationale for additional randomized control trials comparing the differences in the effects of prophylactic versus on-demand antibiotic use in patients with low Child-Pugh scores and UGI bleeding.
Conclusions
In patients with Child-Pugh class A/B cirrhosis and UGI bleeding, bacterial infection risk is low, and antibiotic prophylaxis has minor effects on the major outcomes. To develop an effective antibiotic stewardship program and minimize side effects, on-demand antibiotic use may be an optimal strategy for these patients. Additional randomized control trials to confirm this finding are warranted.
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